
loss in two other cases, in neither of which did it lead
to any notable modification of the result. There was
hemorrhage into the anterior chamber three times, twice
from injury, once without obvious reason. In the
traumatic cases both recovered without permanent in-
jury; in the third case the hemorrhage was profuse, quite
filling the anterior chamber and the patient recovered
with V. = 6/LX.

The nasal end of the wound became infected in one
case, but prompt treatment arrested the progress of the
ulcer, but deft the periphery of the iris adherent to the
wound at that point causing a slightly ovoid pupil.

Secondary operations were performed in 14 cases. An
exceptionally favorable result was obtained in one pa-
tient. Both eyes were operated upon at different sittings
resulting in both in central, round, freely acting pu-
pils and V. = 6/V in each eye. He enjoys binocular vision
both for distance and in reading. But one loss is to be re-
corded. The patient left the hospital with V. = 6/ VII
L/2, but returned in iwo years with vision sunk to 6/XV
due to a gray capsule, following "a cold" in his eye. A
capsulotomy was performed followed by no reaction and
V. rose to 6/VI. He received his discharge from the
hospital on the fifth day with the eye white. He re-
turned the following day with the eye flushed and pain-
ful. There was a gray point at the site of the corneal
puncture which was rapidly followed by purulent pan-
ophthalmitis and loss of the eye.

Thevisual results were as follows : V. = 6/V in 5 eases ;
6/VI in eight cases; 6/VII y2 in 5 cases; 6/IX in
seven cases; 6/XH in seven cases; 6/XV in 2 cases;
6/XX in 1 case; 6/LX in 1 case; good in 2 cases;
no record in 2 cases; total, 40 cases.

The acuity of vision in many of the cases was recorded
at the time of their discharge from the hospital. It is
probable that later study would have shown better
vision. In some instances when V. = 6/XII secondary
operations were not attempted since that vision was suffi-
cient for gross pursuits and further risk was not deemed
advisable.!

TEMPORARY CLEARING OF A CATARACTOUS
LENS.

HIRAM WOODS, Jr., M.D.

BALTIMORE, MD.

The writings of Risley, Jackson, de Schweinitz,
Weeks, Knapp, Pyle and others, have introduced into the
management of partial lens opacities considerations
which make the old and easy classification of incipient
and ripe cataracts unsatisfactory to the observer, and
unjust or cruel to the patient.

A few clinical truths seem to have been firmly estab-
lished. We know that the situation of early opacities is
of prognostic importance; that senility is neither the
only nor the most important factor in etiology of so\x=req-\

called primary senile cataract; that the uveal tract,
especially the choroid, should be minutely studied; that
"spontaneous cures" now and then occur from absorp-
tion, with or without capsule puncture, or from luxa-
tion; that hygienic, optical and medicinal care are of
importance, and seem to retard progress of lens-cloud-
ing:[ill] that ripening operations are unreliable, and prob-

ably entirely unnecessary; that if the opacity interferes
\s=d\I wish to acknowledge the efficient aid of Dr. E. S. Saylor in

collating the histories, and in preparing the accompanying table
of cases.

Read at the Fifty-second Annual Meeting of the American
Medical Association, In the Section on Ophthalmology, and approved
for publication by the Executive Committee of the Section: Drs.
J. A. Lippincott, Casey A. Wood and H. V. W\l=u"\rdemann.

with vision to a great degree, and is non-progressive, ex-
traction of so-called immature cataracts is often a safe
procedure. All these things must be considered in
every tase of partial lens-clouding. But there is com-
ing up in late years another question which has, at pres-
ent, a greater social than scientific aspect. I mean the
usefulness of the alleged cures for cataract without oper-ation.

i
I am not aware of any well authenticated obser-

vations, from men whom we instinctively believe, tend-
ing to prove that massage, electricity, or "absorbing
drops" can be depended upon to give results obtained hv
inventors of the method, when used by others. Yet pa-
tients sometimes bring us accounts of alleged cures. We
attribute them to the use of atropia or eserin, to a faulty
diagnosis or intentional deception. Doubtless one or
another of these explanations covers the great majorityof such cases. Yet we know that lens opacities often
follow or accompany other eye lesions which resolve.
Fuchs speaks of clouding of the lens as a symptom of
choroiditis, while Dr. Bisley's paper, published in 1889.
impresses the fact. A few reliable reports of clearingof lens-clouding are found. At the meeting of this Sec-
tion a year ago such cases were mentioned and are re-
corded in The Journal, American Medical Associa-
tion, of Dec. 15, 1900. Dr. Bates of New York saw
two cases cured, and one greatly improved under treat-
ment by Dr. James E. Kelly. Save that the patient?said they were made to drink a great deal of water, no
clue is given to the treatment. A still more importan i
observation was that of Dr. Eing of Philadelphia. He
saw lens opacities disappear in a specific patient under
iodid of potassium. Such cases suggest the question :
Is there a kind of lens-clouding which improves as the
underlying cause, probably choroiditis, gets better? If.
following out the reasoning in Dr. Weeks' paper a year
ago, "the development of cataract is due to a departure
from the normal in the nutrition of the lens," and if
"hyperplastic or degenerative changes" are thus broughtabout, will these changes in the lens improve as the cause
of malnutrition disappears? Consensus of opinion is
against such occurrence. Dr. Bisley,1 discussing the
papers of de Schweinitz and Weeks, after tracing the
etiologic connection between choroiditis and cataract,
said: "I argued that if I could arrest the cause by
treatment, I could probably arrest the progress of the
opacity.

.

. . We never see the slightest disappear-
ance of an opacity in the lens. When an opacity if
formed in the lens, you can rest assured it will remain
there." Dr. de Schweinitz in his paper2 quotes Alt:
"The choroidal disturbance yields, but the formation of
the cataract goes on undisturbed in its slow and steady
progress." In his remarks, Dr. Eisley traced the asso-
ciation of choroiditis with commencement of lens opaci-
fication. He argued that the rest, obtained by partial
exclusion of light, caused the disease of the choroid to
subside. Thus the lens opacity becomes non-progressive.
It seemed to me, after reading these papers, that the case
herein reported was sufficiently important to go on
iecord. It is not one of spontaneous recovery withoui
operation, for it eventually came to operation; but ex-
tensive old choroidal disease existed when lens opacities
were first noticed ; there was a quiescent period of nearly
five years during which the choroidal disease remained
inactive, and the lens opacities non-progressive, or nearly
so. It was impossible to secure rest to the eyes, almost
unremitting near work continuing. The cataract, seen

1. The Journal A. M. A., Dec. 15, 1900, xxxv, p. 1532.
2. Ibid., Dec. 8, 1900, p. 1467.
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after an interval of eighteen months, was apparently
mature. In six months more it partially cleared, and
an area of recent choroiditis was found. With Increased
exposure to light, through this partial clearing, and at
least a moderate participation in work as possible causes,
there was renewed advance of opacification, thougn no
new chororoidal disease developed.

Mrs. E L., 72 years old. first consulted me April 9,
1890. She had been nearsighted all her life, and was

wearing —9 D. for near, with occasional use of  —16 D.
for distance. The latter gave about 4/200 in each eye.
Without glasses Mrs. L. read Jaeger 1, at two and a
half inches with the right, at a perceptibly shorter dis-
tance with the left eye. Her reading lenses increased
this distance to 5 inches. Beyond this, she could not
read. Mrs. L. has devoted her life to literary work.
Her capacity for work is almost incredible, considering
the condition of the eyes. Preferring to work without
glasses, her reading and writing have been done at such
distance as, to use her own words, "seriously to inter-
fere with the integrity of her nose." I could not im-
prove vision, her —16 D. correcting all the myopia.
Fundus of each eye showed large but old and limited
choroidal atrophies, mostly in the neighborhood of the
papilla. The foveal region was good. The left lens
showed an axial nuclear opacity, rather a central deepcloud than spoke-like striations. In the lower and exter-
nal periphery of both right and left lenses there were

opaque streaks. Over two years—to August, 1892—
passed before my second examination. A central deep
cloud in the right lens was the only change observable.
In July, 1893, distant vision was the same as three
years previous. The left eye had lost near vision from
1 to 6 Jaeger. The central haze noticed in right lens a

year before, and the opacities of the left lens seen at the
first examination were unchanged. So was the fundus in
each eye. After July, 1893, I did not see Mrs. L. until
Dec. 31, 1894. Her daughter, a physician, had reported
to me from time to time. Her reports were that her
mother was doing constant work; that it was useless to
try to stop her; that the left eye was practically blind,
and that Mrs. L. was not coming to the city to see me
until she was ready for operation. She came, however,
for examination the last day of the year, 1894. No
change was noticed in the right lens. The left eye had
only l.p. January 1, 1895, full homatropin dilatation
revealed a thin rim of red reflex at the equator. The rest
of the lens had lost its transparency. Its color was red-
dish-yellow or amber, much darker than is ordinarily
observed. No sector reflex was obtainable by obliqueillumination, nor iridie shadow. I was careful to ex-
clude an anterior vitreous opacity. Operation, thoughurged, was postponed until the summer, on account of
the expected absence of Mrs. L.'s daughter. Six months
later, in June, 1895. I went to the country home of Mrs.
L. prepared to operate upon the left eye. A letter from
her daughter to the effect that her mother's eye was free
from conjunctivitis or other contra-indication was the
only news since the examination on January 1. Mrs.
L., on meeting me, wanted to know if cataracts ever
cleared up. I made the orthodox reply, and went on
with my preparations. She then told me that for some
time she had been seeing better with the left eye, and
counted my fingers at four feet. Ophthalmoscopic ex-
amination showed the fundus clearly. The axial opacity
seen in the beginning and the inferior external striations
on the equator were unchanged, but between the centrd
cloud and equator the lens substance was transparent.

Under homatropin a careful examination was made of
the fundus. A small extravasation was found a little to
the foveal side of the papilla, and below the horizontal
meridian. This was subretinal. The vitreous showed a
number of small muscas. The latter and the extravasa-
tion were new. It seemed reasonably clear that an acutechoroiditis had ensued which I had had no chance of ob-
serving ; that the reddish-yellow lens opacity was second-
ary to it, and that this opacity had cleared with recoveryof the choroiditis: The right eye had not changed.Three days later in my office with dilated pupil, the left
eye had 10/200 d.v. with correcting glass, against l.p.six months previous, and read 4 Jaeger. I now watched
the case as regularly as I could. With undilated pupil,after two months, the fundus was less clearly discernible.
On June 16, 1896, definition was difficult even with
dilated pupil. Vision was reduced to counting fingersat 18 inches. More hard work was in contemplation,and on July 14, 1896, I removed the left lens with irid-
ectomy. At the time a faint outline of the fundus wasdiscernible, through dilated pupil. There was less
opacity than in January preceding. The color of thenucleus after removal was dark red. Considerable softsubstance was left, the anterior chamber becoming filledwith it. This was soon absorbed. A capsulotomy wasdone in October, 1896. Ultimate result was. and still is,20/30 distant vision with +2 Sph. C with —7 Cyl.Ax. 90°. Plus 7 Cyl. Ax. 180° enables her to readand write at ordinary distance. The right lens has un-
dergone no change since 1896.

842 Park Avenue.
DISCUSSION ON PAPERS OF DRS. RISLEY AND WOODS.

Dr. F. C Hotz, Chicago—The subject which Dr. Risleybrings before us is one that has been under discussion for a
great many years. It is a debated question of the simple or
combined extraction of hard cataracts. We know the simpleextraction was abandoned at its time on account of the fre-
quent losses by suppuration of the cornea and the place of
incision was selected which was less susceptible, but making
an incision too far in the periphery made it difficult to extract
the lens without an iridectomy. Since we know the true
nature of suppuration, and since we know how to prevent in-
fection during operations, the périphérie incision has been
abandoned and the cut placed again in the cornea, but not so
far as previously. The advocates of a return to the simpleoperation have sometimes been so very bitter in speakingabout those favoring the combined extraction that it is reallyrefreshing to listen to such a paper as we have had this after-
noon and to hear from a gentleman known to be so conserva-
tive, and who always listens to and studies both sides of a dis-
cussion. In passing before my mind the papers and discus-
sion published on simple and combined operations I have often
wondered whether it was worth while spending so much time
and brain matter trying to settle the question of which opera-tion should be done. I think if we get down to actual facts
the results in both operations are about even and the apparentadvantages of the one method are counterbalanced by some ad-
vantages in the other.

The combined operation is applicable to all cases; the de-
livery of the cataract is easier and the removal of cortical re-mains can be done more thoroughly. The simple operation
can not be done under certain conditions, as rigid iris and
posterior synechire; it leaves the pupil round and mobile, but
always exposes the eye prolapse of the iris with all the serious
consequences of this accident. If one has lost an eye success-fully operated on, by this accident one may well ask himselfthe question whether the advantages of the circular pupil are
so important as to subject the eye to any chances. Our first
duty toward our patients is to employ the safest method, and
as long as we can not prevent the occurrence of prolapse of the
iris I personally favor the combined operation.
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Dr. C. F. Clark, Columbus—I select my cases, and prefer
always the simple extraction when I can do it, but I have
such deep admiration for anything that Dr. Risley does or

says upon such a subject that I was rather surprised at one

point in his remarks. I have for years followed the plan of
thoroughly irrigating the anterior chamber and have never
had occasion to regret it. There must be some inconsistencies
in the technique by which different men obtain their results;
this is probably due to the personal equation, for I find a great
many men opposed to this method. I use the pipette witk salt
solution and get out very thoroughly all the cortex I can after
using the eystotome to outline the central portion of the
capsule, which I remove as often as possible, stirring up and
removing as much of the cortex as I can before removal of the
lens and then irrigate again. I obtain good results and see no

reason why irrigation should not be done. If there is any
strong argument against this method based upon experience
with it it would be a great pleasure to me to hear that argu-
ment.

Dr. Edwabd Jackson, Denver—I think there is no contest
between the simple and combined extractions. The question
is : Shall we ever do a simple extraction, and if so in how many
cases? I do not know of any one who would not do an ex-

traction with iridectomy in eertain cases. I do the simple
extraction largely because I believe it is the simpler operation.
It presents the difficulties of a new operation to one not
familiar with it. But beyond that I think it does not present
any greater difficulties than the combined extraction. Fur-
thermore, I do it because I think it gives better visual results.
By that I do not mean that the average of vision as tested with
the test card is essentially different from that obtained after
the combined extraction. But there seems to be the same

anierence between the results of simple extraction, and an

extraction with an iridectomy of considerable size, as between
the vision with correcting lenses when the eye is under a

mydriatic and when it is not. You may get as full vision
under a mydriatie, but anyone who has experienced it knows
that it makes a great deal of difference in the comfort with
which he sees the same letters. I think the amount of light
which does not contribute to perfect vision, entering the eye
after extraction with iridectomy, is on the average very much
greater than after simple extraction. I have had a number of
persons who after simple extraction did not habitually use

their glasses for distant vision. They had small pupils and
saw well enough without them, although they had required
at the test ease just as strong glasses, 10 or 12 diopters, as is
usual. That is not the most important result, to be aimed at
for itself; but it indicates somewhat the practical value of
the resulting vision. I would like to add, as contraindications
to simple extraction, special prominence of the eyeball, and
the habit on the part of the patient of nipping the eyelids
together. In such cases there is great danger of prolapse.
Among negroes, particularly, with strong lids and prominent
eyeballs, the danger is very much greater than among Cau-
casians.

As to the matter of irrigation, I agree with Dr. Clark that
I have never seen any reason to regret having used it, though
I have seen the irrigator do harm when it was awkardly used.
For five years, however, I have used it in but few cases, and
now I find myself going to operation most frequently without
my Lippincott syringe. This is because I think the cases have
cleared up as well without as with irrigation.

Dr. J. L. Thompson, Indianapolis—It is useless to con-
sider whether we will do simple or combined operations. That
has been argued over and over, but it is my opinion that the
gentlemen will come back to combined operations as they get
fewer cases to operate on. We know what a beautiful thing
it is at first, but when we have a prolapse a few days after-
wards, we wish we had made an iridectomy. I have never
lost a case after a preliminary iridectomy. We have a great
many farmers to operate on in my neighborhood and from
their life in the bright sunshine they acquire the habit of
squinting the lids so that it is difficult to avoid doing an

iridectomy even while making your corneal incision. We

should never attempt to do a simple extraction on a colored
woman—with the man it is all right—but with the woman
their natural tendency is to yell immediately after an opera-tion just as it is after a baptism.

Db. Hibam Woods, Baltimore—I would like to ask Dr.
Risley to say something about the use of eserin immediately
after the operation. There has been considerable discussion
over the question whether the contraction of the pupil by
eserin does not give a larger surface of iris to be washed out
by the secretion of aqueous humor and for that reason it has
been proposed to use atropia. I notice that Dr. Risley used
eserin in all his cases. When I saw the title of Dr. Risley's
paper I looked over my last fourteen cases of simple extrac-
tions and found that I had one hernia. Atropia was used
always before operation and nothing afterwards. The eye is
inspected on the second day, and atropia used if the corneal
wound has closed without protrusion of iris. The crucial
feature, it seems to me, in the question of simple extraction is
careful study of the eye condition before operation.

Db. Risley, in closing—As stated in the paper, I abandoned
irrigation because I thought it was harmful. I am, however,
free to admit that the correctness of this opinion, like manyothers we adopt as the result of daily observation, is difficult
to demonstrate. It is nevertheless true that since abandoning
irrigation in perfecting the toilet of the eye I have had less
trouble from prolonged redness of the eye and fewer cases of
striped keratitis. Dr. Jackson remarked that he was no
longer careful to have the irrigation syringe at hand, a fact
which may possibly be explained by some doubt in his mind
also as to its necessity or expediency.

In answer to the inquiry regarding the use of eserin, men-
tioned in the paper, I will say that I always operate for ex-
traction with a dilated pupil. At the beginning of the opera-tion a few drops of eserin solution, V2 gr. to the ounce, are
instilled. The effect of this is to keep the pupil contracted for
an hour or more at the most critical period for the occurrence
of prolapse of the iris. After the wound is closed and the
anterior chamber partially restored, which probably occurs in
most cases within the first hour, the atropia reasserts its
sway over the pupil.

I was much interested in Dr. Wood's paper. I regard his
case as an excellent demonstration of the correctness of the
views expressed in my paper, to which he referred, "the
etiology of incipient cataract." I have not always found it
easy to say that a given gray opacity was situated in the
posterior cortex of the lens, since disease of the anterior por-tion of the vitreous, directly back of the lens, may present
much the same appearance. Disease of the uveal tract with
vitreous haze may be associated with opalescence and swellingof the lens and peripheral spicules of opacity. I have
again and again seen the opalescence, and swelling of
the lens, together with the vitreous haze clear up under
treatment, with great improvement of vision, but I have never
seen an opaque spicule disappear, a statement which, as I
remember the statement in Dr. Wood's paper, is borne out in
the history of his case.

Treatment of Stammering.—An editorial in Medicine for
September states that all that is necessary to cure stammeringis to teach the patient to breathe correctly. In the majority
of cases the stammerer is simply affected with a want of
promptitude in the vocal mechanism. He attempts to speak
when there is no air passing through the larynx, and conse-
quently no voice. It is only after a number of grimaces and
false starts that he finally brings into action the muscles of res-
piration and succeeds in passing a column of air through the
larynx. All that is necessary is to teach him to properly vocal-
ize, namely, to expire evenly, producing a tone with the larynx
to which is superadded a position of the oral mechanism neces-
sary to produce the sound required. Attention should never be
directed to the mouth, always to the respiration. It is a mis-
take to suppose that stammering will be outgrown. When pa-
tients recover it is due to their conscious efforts to overcome the
defect, rather than to any natural tendency to its disappearance.
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